Experience of 53 episodes of intussusception was examined to compare the observed success rate of pressure reduction with potential outcome had stricter exclusion criteria been applied ( Attempted pressure reduction was undertaken using barium in 36 cases, barium and air in three cases, and air alone in 14 cases. Success rates for barium and air alone were 76% and 64% respectively.
Paediatric Surgery with proved intussusception over a four year period. Particular note was made of the length of history at presentation, the presence or absence of rectal bleeding, the clinical findings recorded on examination, and radiological features. The length of history was calculated from the onset ofsymptoms suggestive of intussusception rather than the onset of symptoms of any preceeding viral illness. Attempted pressure reduction was performed using barium or, more recently, air.5
Radiological evidence of intestinal perforation is an absolute indication for surgery. Exclusion from attempted pressure reduction in our centre in the absence of perforation is based on a clinical assessment of the child taking into account evidence of peritonitis, peritonism, or the presence of clinical shock that failed to respond quickly to colloid replacement.
The treatment options for a child with intussusception are those of pressure reduction, laparotomy with manual reduction or resection. Pressure (or 23% of the whole group). Children were excluded from attempted pressure reduction if they had had symptoms for longer than 24 hours, were clinically shocked or dehydrated, showed evidence of peritonitis or gross intestinal obstruction, or had had rectal bleeding.
In a report from Manchester pressure reduction was offered in 69% of 78 episodes of intussusception and was successful in 50% (35% of the whole group).6 Length of history greater than 48 hours, the presence of rectal bleeding, peritonism, or recurrence of intussusception after previous pressure reduction were used as exclusion criteria in some patients. In a report from Carshalton, pressure reduction was performed in 34 of 75 patients and was successful in only six (8% of the whole group).4 Although a complete list of exclusion criteria for this centre was not given, length of history greater than 48 hours and signs of intestinal obstruction on abdominal x ray film are mentioned as indications to perform a primary laparotomy.
We attempted pressure reduction in 53 of 55 episodes (96%). Had we adopted such strict exclusion criteria for pressure reduction in our series only 11 of our patients would have been offered pressure reduction and 10 of these would have been successful. Twenty five children would have been subjected to unnecessary laparotomy raising our laparotomy rate from 34% to 80%. The price that we have paid for our attitude to pressure reduction has been the development of three perforations. All of these children had presented with symptoms longer than 72 hours and when reviewed retrospectively during their admissions it was felt that all three children should have been excluded from attempted pressure reduction by our existing exclusion criteria.
Great care must still be excercised in the selection of children with intussusception for attempted pressure reduction and there is no substitute for clinical experience in making this decision. Perforation is an absolute contraindication for pressure reduction. The presence of bowel infarction within the intussusception should also preclude pressure reduction and it is in the assessment of this feature that clinical experience is required. In addition relative exclusion criteria may pertain in individual centres depending on the availability of a radiologist experienced in pressure reduction. Certainly pressure reduction should not be attempted in the absence of a suitably experienced surgical and anaesthetic team standing by on site should it be unsuccessful or perforation occur. We recommend that a second attempt at pressure reduction should not be undertaken outside a specialist paediatric surgical unit.
We accept that the majority of children with intussusception will be admitted under the care of paediatricians who do not have access within their hospital either to specialist paediatric surgeons or to radiologists with extensive experience of pressure reduction. The quality of radiological and surgical intervention will depend on the experience of the specialists involved; indeed it is the recommendation of the report of the National Confidential Enquiry into Perioperative Deaths that surgery in infants should not be undertaken on an occasional basis.7 It is clearly the responsibility of paediatricians to be aware of the results of attempted pressure reduction in their unit and the laparotomy criteria adopted by local surgeons in comparison with the results in specialist centres. Our results indicate that the adoption of strict exclusion 
